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Sphenoidal aspergillosis, rare cause of pseudo-tumor of the sellar region: case report 
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Abstract
Background: Isolated sphenoidal aspergillosis is 
an uncommon pathology of slow evolution and 
potentially severe due to the risk of neuro-meningeal 
and orbital extension. Its diagnosis is difficult and 
often delayed to complications stage. The treatment 
relies on medical and surgical approaches.
Case description: 35-year-old patient with retro-
orbital headache, decreased right visual acuity 
with palpebral ptosis and ipsilateral diplopia, left 
hemiparesis and focal seizures of the left hemibody. 
The examination found a right monocular blindness 
with oculomotor impairment (III and VI) and left 
pyramidal deficiency syndrome. Brain imaging (CT/
MRI) outlined an intra-sphenoidal process strongly 
suggestive of invasive sphenoidal fungal sinusitis, 
confirmed by anatomopathological examination. 
She had an endoscopic biopsy followed by medical 
treatment for 12 weeks. 
Conclusion: Sphenoidal aspergillosis is one of the 
differential diagnoses of sphenoidal tumors in the 
immunocompetent patient. Its diagnosis is difficult 
and delayed to the stage of complications. An early 
treatment involving surgery and medical approach 

should be provided in order to avoid functional or 
vital complications 
Keywords: invasive aspergillosis, aspergillus 
fumigatus, sphenoidal sinus, pseudo tumor.
 
Résumé  
Introduction : L’aspergillose sphénoïdale isolée 
est une pathologie rare d’évolution lente et 
potentiellement grave vu le risque d’extension 
neuro-méningée et orbitaire. Son diagnostic est 
difficile et souvent posé au stade de complications. 
Son traitement est médico-chirurgical.
Observation : patiente de 35 ans ayant consulté pour 
des céphalées retro orbitaires, baisse de l’acuité 
visuel droite avec ptose palpébrale et diplopie 
ipsilatérale, hémiparésie gauche et crises focales de 
l’hémicorps gauche. L’examen retrouvait une cécité 
mono oculaire droite avec atteinte oculomotrice (III 
et VI) et un syndrome pyramidal déficitaire gauche. 
L’imagerie cérébrale (TDM/IRM) objectivait un 
processus intra sphénoïdal fortement évocateur de 
sinusite fongique sphénoïdale invasive, confirmée 
par l’examen anatomopathologique. Elle a bénéficié 
d’une biopsie par voie endoscopique suivi d’un 
traitement médical pendant 2

Aspergillose sphénoïdale, cause rare de pseudo tumeur de la région sellaire : à propos 
d’un cas 

Clinical case
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blindness. The fundus showed a right-sided optic 
atrophy. The neurological examination also outlined 
a left pyramidal deficiency syndrome at 4/5 in the 
upper limb and 3/5 in the lower limb. Cerebral CT 
scan (Fig. 1) showed, on the one hand, a clear filling 
of the sphenoidal sinus with very dense material 
and calcifications resulting in partial erosion of 
the right wall with extension towards the upper 
orbital fissure, at the level of the cavernous sinus 
and the left lateral-pontic region. On the other hand, 
we observed a range of old cortical hypodensity 
under the parieto-tempo-occipital right cortex with 
ischemic appearance. Brain magnetic resonance 
imaging (MRI) (Fig. 2) outlined an intra-sphenoidal 
process in hypo signal T1 and T2 with peripheral 
enhancement after gadolinium injection. This 
process extends to the right cavernous compartment, 
stenosing the intracavernous carotid artery and 
causing a subacute infarction in the right sylvic 
region. The process also extends to the posterior 
region in the form of a multi-located formation, 
strongly enhanced on the periphery after injection 
against the cleavus. There was no biological 
inflammatory syndrome or hyperleukocytosis. Renal 
function was normal and HIV serology negative. 
She had a broad endoscopic endonasal biopsy. The 
opening of the sphenoidal sinus reveals a reddish 
lesion that was easily removed with inflammatory 
nests and a clear purulent flow. The immediate 
postoperative suites was marked by transient 
diabetes insipidus. The anatomopathological study 
was suggestive of invasive aspergillosis. The patient 
was put on antifungal treatment (Voriconazole 
®) and antiepileptic treatment (phenobarbital). 
The evolution was marked by the regression of 
oculomotor paralysis and headache. However, both 
hemiparesis and right monocular blindness were 
persistent. 

Conclusion : l’aspergillose sphénoïdale est l’un des 
diagnostics différentiels des tumeurs sphénoïdales 
chez l’immunocompétent. Son diagnostic est 
difficile et souvent posé au stade de complications. 
Le traitement doit être précoce associe chirurgie et 
un traitement médical afin d’éviter des complications 
fonctionnelles voire vitales 
Mots-clés : aspergillose invasive, aspergillus 
fumigatus, sinus sphénoïdal, pseudo tumeur.

Introduction 

Aspergillosis is a mycotic infection whose most 
commonly isolated germ is Aspergillus fumigatus. 
Usually this filamentous fungus colonizes the 
maxillary and ethmoidal sinuses. Human-to-
human transmission is mostly through the air [1]. 
Its intracranial location remains rare. Isolated 
sphenoidal aspergillosis is an uncommon condition 
that is potentially serious given the risk of neuro-
meningeal and orbital extension. Although it is 
more frequent in immunocompromised patients, 
the damage in immunocompetent patients has been 
described [2]. Diagnostic wandering is due to the 
absence of specific symptomatology. We report one 
case of isolated invasive sphenoidal aspergillosis 
revealed by neurological and ophthalmological 
signs. 

Clinical case     

It was about a 35-year-old patient with no particular 
medical history who was admitted for retro-
orbital headache, decreased right visual acuity 
with palpebral ptosis and ipsilateral diplopia, 
left hemiparesis and simple tonic-clonic focal 
seizures of the left hemibody. The clinical course 
gradually evolved over eight months. Neurological 
and ophthalmological examination revealed right 
palpebral ptosis with oculomotor paralysis (III and 
VI), reactive mydriasis and ipsilateral monocular 
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Figure 1: Injected Brain CT scan; sagittal 
reconstruction: hyperdense intra sphénoïdal lesion. 

Figure 2: T1 SAG MRI: sphenoidal lesion with 
invasion of the sellar compartment.

Discussion

Data on pseudo-tumor invasive sinus aspergillosis 
are very limited in the literature. Some data are 
collected from explorations of information about 
isolated sphenoidal sinusitis on the one hand 
and maxillary aspergillosis on the other hand. 
[3; 4] Patients who develop an invasive pattern 
with cavernous sinus involvement are often 
immunocompromised but invasive or pseudo-tumor 
forms in immunocompetent patients is possible 
as we report in our observation and is described 
in the literature. [5; 6] The sphenoidal location 
is exceptional [7]. Indeed, aspergillar spores 
generally colonize the proximal para-nasal sinuses 
(maxillary, ethmoidal and frontal sinuses). The peak 

frequency is on average around 50 years of age. The 
most common contributing factors comprise an 
underlying immunocompromised condition (AIDS, 
long-term corticosteroids or immunosuppressive 
drugs, alcoholism, antituberculosis treatment); 
local factors such as secretion retention by 
ostial dysfunction, intra-sinusal foreign bodies; 
environmental factors, such as a hot weather, as it is 
in Dakar is also described [1]. 
The long time-limit management in our context 
is simply explained by the fact that clinically, the 
signs of sphenoidal aspergillosis are silent and non-
specific, leading to late diagnosis. The main sign 
remains retro-orbital headaches that may combine 
anterior and/or posterior purulent rhinorrhea and 
nasal obstruction [8]. In invasive forms, the clinical 
course is dominated by ophthalmological features 
(diplopia, ptosis, exophthalmia, ophthalmoplegia) 
by orbital extension and invasion of the cavernous 
sinus and neuroendocrine signs due to contiguous 
invasion of neuro-meningeal structures adjacent 
to the sphenoidal sinus, leading to a very serious 
condition [9; 10]. 
 On radiological approach, standard images are 
often unremarkable. CT-scan of the sinuses with 
injection is the referential examination. The 
diagnosis is conjured up in the presence of a more 
or less heterogeneous hyperdense filling of the 
sinus, which does not enhance after iodine injection 
and sometimes including a calcium or metal density 
image matching with calcium salts and other heavy 
metals (lead, copper, iron, manganese) built up by 
fungus and a thickening of the walls suggesting a 
chronic form [1; 11]. Orbital or meningo-encephalic 
invasion will be best specified by MRI. It is more 
specific in pseudo tumor forms, showing a non-
enhanced heterogeneous lesion on the T1 and T2 
sequences after injection of gadolinium, this aspect 
may vary according to the viscosity and hydration 
state of the aspergillar content. Bone CT can be 
performed to look for sinus wall lysis in invasive 
forms [9; 12]. It is recommended to combine 
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the two investigations for a better diagnostic 
approach [1; 13]. Differential diagnosis usually 
occurs with bacterial sinusitis, sphenoidal tumors, 
granulomatous inflammatory diseases, particularly 
tuberculosis in endemic areas, infra-solar cell 
tumors and, exceptionally, thrombosis of giant 
carotid aneurysms [7; 14]. However, the presence 
of metallic opacity lend support to the diagnosis. 
Diagnostic confirmation is obtained by direct 
mycological examination of the aspergillar pus and 
by anatomopathological examination, pointing out 
the presence of branched, parallel-edged septate 
mycelial filaments, as we do in our series [1; 13]. 
The serology is mostly negative, likewise in our 
patient. In the absence of an effective diagnosis or 
treatment, functional or vital complications may 
occur such as the rupture of the intracavernous 
internal carotid artery, pan-hypopituitarism or the 
central nervous system involvement [8; 15].
Therapeutic approach
The treatment of invasive aspergillosis of the 
sphenoidal sinus is both medical and surgical. 
The endoscopic route should be preferred [16], 
if possible with a computer-assisted navigation 
system given the proximity of noble structures. Its 
morbidity and mortality rate is low. The treatment 
of choice is Voriconazole® 200mg twice daily for 
12 weeks. We would rather use it, when possible, 
than Amphotericin B which has renal toxicity [2]. 
Prolonged intra-venous treatment is ideal. In our 
context, the absence of injectable form and medical 
coverage did not allow the use of the parenteral 
route in our patient. She received oral antifungal 
treatment. 
Evolution 
Functional recovery is proportionally related to 
the degree of initial severity of the neurological 
impairment. They can range from a few days to 
several months (up to a year and a half) [17]. In 
our patient, the persistence of hemiparesis and 
monocular blindness is explained by the extent of 
cerebral infarction caused by occlusion of the right 

intracavernous internal carotid artery and by optic 
atrophy. 

Conclusion 

Invasive sphenoidal aspergillosis is a rare disease. 
Its diagnosis is most often made at the stage of 
neurological and ophthalmological complications. 
Imaging lends a major support to diagnosis and 
extension assessment. The hyperdense aspect on 
the CT, the presence of ferromagnetic elements on 
MRI and bone lysis are very suggestive of invasive 
aspergillar involvement. The treatment is medical 
and surgical. Its early onset and over a long period 
of time is required. 
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